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The following services are payable by the Medicaid Program when they 
are medically necessary and ordered by the attending physician. The 
facilities may not charge the Medicaid recipient for these services. 
(Also see Attachment 4.19-D Exhibit B for a detailed explanation of 
each service or item.) 

(1) 	 Routine services include a regular room (if the attending physi­

cian orders a private room, the facility cannot charge the family 

or responsible party any difference in private/semi-private room 

charges; the facility enters their charges for a private room 

when billing Medicaid), dietary services and supplements, medical 

social services, nursing services, the use of equipment and facil­

ities,medicalandsurgical supplies, podiatry services, items 

whicharefurnishedroutinelyandrelativelyuniformly to all 

patients,prostheticdevices,andlaundryservices(including

laundry services for personal clothing which is the normal wear­

ing apparel in the facility). 


(2) Ancillary services are those for which a separate charge
is cus­

tomarily made. They include physical therapy, occupational thera­

py,speechtherapy,laboratoryprocedures,x-ray,oxygenand 

oxygen supplies,respiratory therapy, and ventilator therapy. 
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23.e. Emergency Hospital Services 

Coverage is limited to the provisionof emergency services provided in 

hospitals which have been determined to meet Title XVIII's definition 

of an emergency hospital. 
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AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


19. 	 Case management services as defined in, and to the group specified

in, Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 

1905(a)(19) or section 1915(g) of the Act). 


/x/Provided: /v With limitations 
-
l/Not provided. 

20. Extended services to pregnant women. 


a. 	 Pregnancy-related and postpartum services for a60-day period after 

the pregnancy endsand any remaining days in the month
in which the 

60th day falls. 


+ ++ 
/x/Provided: /T Additional coverage 

b. 	 Services for any other medical conditions that may complicate 

pregnancy. 


+ ++ 
/x/Provided: /T Additional coverage-~ 
-

/ x /  Not provided. 

c. 	 Services related to pregnancy (including prenatal, delivery, 

postpartum, and family planning services) and to other conditions 

that may complicate pregnancy to individuals covered under section 

1902(a)(lO)(A)(ii)(Ix) of theAct. 


+ ++ 
Provided: /T Additional coverage 

-
/ x /  Not provided. 

+ 	Attached is a list of major categories of services (e.g., inpatient
hospital, physician, etc.) and limitations on them, if any, that are 
available aspregnancy-related services or services for any other 

medical condition thatmay complicate pregnancy. 


++ 	Attached is a description of increases in covered servicesbeyond
limitations for all groups describedin this attachment and/orany
additional servicesprovided to pregnant women only. 

*Description provided onattachment. 
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21. Ambulatory prenatal care forpregnant women furnished during a 

presumptive eligibility period by an eligible provider (in accordance 

with section 1920 of the Act). 

-

Provided: /r With limitations* 
-

/ x /  Not provided. 

22. Respiratory care services (in accordance with section 1902(e)(9)(A)

through (C) of the Act). 


rn Provided: /r No limitations //With limitations* 


rn Not provided. 


23- Certified pediatric or family nurse practitioners' services. 


Provided: Lr No limitations w i t h  limitations* 


See item 6d for limitations. 


!
: 

*Description provided on attachment. 
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24. Any other medical care and any other typeof remedial care recognized

under State law, specified by the Secretary. 


a. Transportation. 


b. 


C. 


d. 


e .  

f. 


-
/ x /  Provided: No limitations w i t h  limitations* 


f l  Not provided. 


Services of Christian Science nurses. 

-
l/Provided: No limitations //With limitations* 

-


/ x /  Not provided. 


Care and servicesprovided in Christian Science
sanitoria. 

-
L/ Provided: LT No limitations //With limitations* 

-


/x/ Not provided. 


Nursing facility services for patients under 21 years of age. 

-

/ x /  Provided: LT No limitations w i t h  limitationst 
-
L/ Not provided. 

Emergency hospital services. 
-

/ x /  Provided: /T No limitations w i t h  limitations* 
-
L/ Not provided. 

Personal care servicesin recipient's home, prescribed in accordance 

with a plan of treatment and provided by a qualified person under 

supervision of a registered nurse. 

-
L/ Provided: /T No limitations //With limitations* 

/x/ Not provided. 

*Description providedon attachment. 
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25. 	 Home and Community Care for Functionally Disabled Elderly Individuals, 

as defined, described and limited in Supplement 2
to Attachment 3.1-A, 
and AppendicesA-G to Supplement 2to Attachment 3.1-A. 

not
provided X provided 
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26. 	 Program of All-Inclusive Care for the Elderly (PACE) services, as described and limited in 
Supplement 3 to Attachment 3.1-A. 

X provided - not provided 

_ - _-
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